INVESTIGATIONS
The haemoglobin was 7 5 g/dl, MCV 87 fl and ESR 36 mm/h (Westergren). The white cell count was 4 8 x 109/1 with 9% lymphocytes. Liver function tests revealed a total protein of 56 g/l (normal 60-85 g/l) and serum albumin of 20 g/l (normal 28-52 g/l). The other liver function tests were normal. The serum immunoglobulins were low with a serum IgA of 100 mg/dl (normal 140-420 mg/dl), IgM of 20 mg/dl (normal 50-90 mg/dl) and IgE of 500 mg/dl (normal 800-1600 mg/dl). Serum Biopsies of the jejunum (Fig. 1 ) using a Crosby capsule, the rectum (Fig. 2 ) and the liver (Fig. 3) showed florid schistosomiasis. In the small intestine and rectum numerous eggs were present in the lamina propria. Some of these eggs must have been carried by veinules into the intrahepatic portal areas where they provoked granuloma formation, moderate fibrosis, and pigment deposition. Congo red staining for amyloid was negative. Protein losing Protein losinig enteropathy. ani litilsal presetitaitioti o*J intestincal schi.stosonail.sis studies were carried out using the method described by Crossley and Elliot."' The faecal alpha-1-antitrypsin level was raised to 8X8 mg/g dry weight (normal 1.5 mg/g dry weight) in the presence of a normal serum alpha-l-antitrypsin level of 3 3 g/l (normal 1-9-5-0 g/l) indicating excessive protein loss from the bowel. 
Discussion
These observations suggest that infection with Schistosoma mansoni can lead to a protein losing enteropathy. The jejunal biopsy revealed florid schistosomiasis and no other cause for his protein losing enteropathy. The other possible causes of hypoproteinaemic states complicating infection with schistosomiasis such as renal amyloidosis or glomerulonephritis" were excluded. Although the liver biopsy revealed portal fibrosis and schistosomal ova, it is unlikely that this degree of hypoalbuminaemia could be explained by the hepatic schistosomal involvement particularly as all other liver function and coagulation tests were normal. Tuberculosis is common in this country but his chest and abdominal radiographs were normal and the Mantoux test and family history were negative. The lymphocyte count and immunoglobulin levels are often depressed in protein losing enteropathy and this was the case with this patient.
This patient illustrates another mechanism for hypoproteinaemia and hypoalbuminaemia which is not infrequent in patients with long standing schistosomiasis and is the first reported case of protein losing enteropathy caused by intestinal schistosomiasis.
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